The two kinds of occupational therapy-general and specific-are discussed. Occupational therapy has distinct and different contributions to rpake in two classes of patientsthose who will be fit to return to their former employment and those who will not.
The goal of rehabilitation is to return the disabled patient to normal life, and the role of occupational therapy is the employment of practical methods in the attainment of this goal.
Occupational therapy has been divided into two main classes-diversional or general, and remedial or specific. Diversional therapy has its greatest scope for the patient confined to bed in hospital. It makes a definite positive contribution by taking the patient's mind off his disease or injury, relieving tedium and preparing the ground for later and more active rehabilitation. It should be designed when possible to aid his physical recovery by keeping unused muscles fit and promoting the blood circulation. It can also be devised to have a remedial object-for example, the restoration of shoulder movements after thoracoplasty and injuries to the forearm. It should not produce bad postural habits and for this reason it is questionable whether knitting is a pastime to be encouraged in bed. The prescribed occupational therapy must be of interest to the patient and should, whenever possible, open up new avenues of activity leading either to financial gain or to permanent hobbies.
This diversional aspect of occupational therapy is capable of a clear positive effect and could be considerably developed to advantage to cover wider and more practical occupations.
Remedial occupational therapy has its greatest scope during convalescence-when the patient is no longer confined to bed but has not returned to work. The adjective remedial is here used in its widest sense and includes specific techniques to restore physical function, vocational and work assessment, and, where necessary, vocational training.
The first essential is to make an accurate prognosis of the patient's ability to return to his former occupation. It is vital that this decision is taken as early on in treatment as possible so that the patient is settled in his mind and can take full advantage of rehabilitation. Research is much needed into techniques of physical medicine that will enable more accurate prognosis to be made.
Techniques of occupational therapy undoubtedly accelerate the rate of recovery of joint movement after fractures and dislocations, and furthermore the end-result is often far better. Mead and Harell (1950) state that occupational therapy is better suited to gains in endurance, tolerance, coordination and dexterity than in the increase in muscle strength and joint range. They conclude that occupational therapy is most suited to disabilities of hands and fingers and is unsuitable for building up maximum muscle power or increasing the range of large joints. We have found at the Medical Rehabilitation Unit, Chessington, that while occupational therapy techniques are the only really effective way of treating hand and finger disabilities, they are also more effective than simple remedial exercises in restoring the function of certain larger joints. In the Vauxhall Rehabilitation Shop, for example, machines are modified to increase the range of movement and power of muscles controlling practically every joint in the body. To resolve this obvious difference of opinion, we need much more detailed information on the likely end-result and probable duration of disability in fractures, dislocations and following orthopxdic operations, and on the treatment of choice for each disability-in fact, clinical research with a view to a more scientific use of the occupational therapy department.
Occupational therapy has distinct and slightly different contributions to make in the rehabilitation of the two main classes of patient, those who will be fit to return to their previous employment and those who will not.
For the severely disabled patient who is unable to return to his previous employment the first essential is to learn to perform independently his own daily activities. The recovery of independent personal care improves the patient's morale immeasurably, it releases another person from having to care for him and it prepares the ground for future specific remedial therapy.
If the patient is so severely disabled as to be unable to perform certain daily activities by himself, the occupational therapist can devise suitable gadgets to overcome the disability, such as were demonstrated by Cooksey at the International Congress of Physical Medicine (1952) . Many of these appliances have to be made especially for individual cases and are unlikely to be commercially manufactured, and it must, then, be the occupational therapist's responsibility to devise and make them. Where possible the patients could make such appliances for themselves or for each other and the range might be extended to include splints and special surgical appliances.
Having taught the patient to cope with his daily activities and devised suitable gadgets or splints to complete this aim, the next step is the provision of specific remedial occupational therapy. This should be either directly related to the patient's future occupation or devised to assist the therapist in an assessment of the patient's abilities. Covalt (1952) has stressed the valuable contribution an occupational therapist can make towards satisfactory resettlement by assessing such abilities as accuracy, speed at work, concentration, ability to follow instructions, neatness, initiative, stamina, work tolerance and handling of tools. She can further help the patient to discover for himself his latent capabilities and potentialities for training, by practical aptitude testing. Resettlement can then be effected at the earliest possible stage in rehabilitation and training for a future occupation can proceed pari passu with physical and mental recovery. Thus not only does the patient save a great deal of time but the doctor can then fill in the D.P.I. form with considerable accuracy.
At the R.A.F. Medical Rehabilitation Unit, Chessington, we have developed a resettlement scheme for disabled patients who have to be invalided. As soon as it is clear that the patient will not be fit to remain in the Service, resettlement is started, even though treatment may continue for several months. The patient is asked to attend the resettlement clinic. These clinics are held weekly. The Medical Officer outlines the medical aspects of the case and the patient's service and civilian industrial history. The occupational therapist discusses his capabilities, and assesses the type of work most suited to the patient's physical and intellectual abilities. The Education Officer contributes details of any tests carried out and describes any educational course that he considers would be desirable. The D.R.O. (Disablement Resettlement Officer) then investigates the various aspects of the particular trade chosen, such as the employment position in his home area, details of training courses and contacts with local firms.
Through the kindness of the Regional Office of the Ministry of Labour, arrangements have been made for patients from Chessington to attend the Government Training Centre, Waddon, for a trial period of work. We use this form of occupational therapy in two main ways-first the instructor at the centre gives the patient a practical test in his chosen trade, and decides whether the patient is physically and temperamentally fit for the job. The patient in his turn has the opportunity of seeing the actual job at first hand and can decide if he likes it. Should the result of this trial period be unfavourable, other channels are immediately explored and thus the minimum of time is wasted. This practical trial is the only method of proving to the patient that the choice is right or wrong.
Secondly, when a suitable trade has been chosen the patient attends the Centre for part-time training, thus combining physical rehabilitation with resettlement and providing a gradual transition from convalescence to full working conditions. It allows the patient time to gain confidence and reduces failures of resettlement to a minimum. For those patients for whom Technical Trade resettlement is inappropriate, there are education classes, part-time training at Technical colleges, or correspondence courses. In certain cases the occupational therapy department can offer both remedial therapy and, concurrently, part-time training or refresher courses. Certain local employers within easy reach of the Unit have also kindly offered part-time training facilities.
Since this scheme started, some 150 patients have been resettled on these lines and we have had only two failures to date-one in a patient with poliomyelitis who prematurely terminated his training at a Government Training Centre for domestic reasons and one patient with bilateral amputation of the legs who is now busily engaged in a Turf Accountant's Office, a form of resettlement upon which the patient and his Medical Officer had a difference of opinion. The problems encountered in the services are somewhat different from those in civilian lifethe age groups are different and there are certain advantages of the Resident Rehabilitation Unit which make resettlement easier. But from our experience of occupational therapy in rehabilitation I should like to suggest some lines on which occupational therapy might develop in the future.
We have been forcibly impressed by the truth of Licht's dictum (1947) "Occupational therapy which does not provide present financial returns or contribute to future vocational placement is almost certain to be useless".
The next contribution of occupational therapy to be considered is in the patient who will be fit to return to his former occupation but is off work while undergoing rehabilitation. This problem has been brilliantly solved by some large industrial firms such as Vauxhalls and Austins where patients carry out productive paid work in the Rehabilitation Shop on machines designed to suit the disability and provide remedial treatment. Such schemes, however, are not practical in the cases of small firms. The number of people absent at any time in one particular large industrial concern has been estimated at 2y %. A rough estimate of the number of the working population off sick at any time and capable of some form of productive employment suitably devised for the disabilities concerned cannot be less than 100,000.
There is a strong case for productive paid work during rehabilitation for three main reasons: firstly, long periods off work represent an economic burden on the community, secondly, patients recover more quickly if there is a financial incentive and thirdly, the whole family's morale suffers from the wage earner being idle.
The Tomlinson Report (1943) states that where properly graduated light employment in industry cannot be provided during convalescence, it would be far better for light employment on productive work under non-competitive conditions and adequate medical supervision to be provided in special centres. Such a scheme has been adopted at the Luton and Dunstable Occupational Therapy Department, where local firms supply the materials for productive work. The work is designed on a remedial basis for the recovery of specific physical function and for the return to working conditions as early on in rehabilitation as possible.
Such centres could be developed all over the country. As soon as a patient is fit to leave hospital he would enter the occupational therapy workshop and spend increasing periods of the day on productive paid work, the materials for which would be supplied by local firms. The workshop should be situated within easy reach both of the hospital and local industries. Where possible the work should be designed to be both productive and remedial. When this is not possible, it is submitted that some form of productive employment has considerable advantages over enforced idleness. The occupational therapist's responsibilities in such a workshop would be the adaptation of machines and crafts to suit specific disabilities, checking individual patient's progress both in joint range and muscle power and in work ability, and in the early establishment of a prognosis with the physical medicine specialist's collaboration. Possibly the department could combine the specific remedial and paid productive workshop with the work assessment of the patient unfit from the outset to return to his previous work. Many of the latter cases would benefit more from special Rehabilitation Units where the rehabilitation of severely disabled patients is a full-time job and there is much to be said for segregating the minor disabilities from the severely disabled.
Such a scheme means that the occupational therapist must be more familiar with the techniques and problems of industry, though this is surely an essential development at a time when economy is paramount and a realistic approach vital.
Finally, the function of the occupational therapist in industry could cover three main aspects. First, by liaison with the occupational therapists in the rehabilitation workshops, she would be responsible for the proper placing of patients discharged back to work in suitable employment, because of her specialized knowledge of applied muscle physiology and industrial and craft job analysis. Early consultation between the industrial occupational therapist, rehabilitation occupational therapist and specialist in charge of the patient would result in correct placing, thus aiding the employer in knowing the future career of his employee and offering security to the patient.
Secondly, she could do much towards prevention of disease or injury at work by studying correct working positions, detailed job analysis and muscle and joint function in a variety of movements and occupations. Business efficiency experts are agreed that there is a definite place in industry for someone who can first assess by aptitude testing the right man for the job and who can apply a knowledge of kinesiology, fatigue and movement patterns to the problems of the most efficient manner of performing individual tasks both for increased production and prevention of breakdown.
Thirdly, she would be in charge of a geriatric workshop. It is common knowledge that the average age of the population is increasing rapidly, and also that old people are fully capable of productive work long after retiring age. Welford (1950), in his book "Skill and Age", found that although older people found it harder to master new problems, their work was more accurate than the younger groups with only a small loss in speed. Their concentration was also greater. In the future the problems of the older men and women will become increasingly grave, and if they are not engaged in some form of productive employment the economic burden of the community will be considerably increased-also the majority of older people are much happier working. There is a case for the provision of small geriatric workshops as an integral part of the main factory where older people carry out suitable work with agreed financial reward. An occupational therapist with special knowledge of industrial techniques and the problems of the older age groups would be the ideal person to supervise such workshops.
There would seem to be a place for specialization in occupational therapy in five main branches: first, for the patient in bed comprising practical diversional therapy; second, psychiatric occupational therapy which has a contribution of irnmense importance to nmake; third, in the home, including the study of methods to lighten the burden of the disabled housewife; fourth, in rehabilitation, for obtaining maximum recovery possible and assessing the patient's work abilities, and fifth, occupational therapy in rehabilitation workshops and in industrial concerns.
There is scope for research into such problems as the analysis of muscle function in health and disease, the study of trick movements, motion patterns and the best techniques for accelerating recovery in particular injuries and diseases.
There is also scope for the occupational therapist to solve many of the problems in industry for -the prevention of injury and breakdown.
Above all, the occupational therapist can help the patient to realize his full potentialities and can assist him to resume his place as speedily and efficiently as possible in his normal economic Occupational therapy is most effective when started at the right moment; that is, as soon as the patient is medically fit or over the shock of the injury or operation. Treatment should then be continuous until the patient is living his normal life. Occupational therapy has an important economic role in the National Health Service. It accelerates the rate of recovery, and shortens the time of treatment between injury and return to employment. Many hospitals still have no occupational therapy departments and many departments still remain to be developed. This is obviously a shortsighted policy-weeks of disablement and sick benefit are paid out by the Ministry of National Insurance which might be saved through better facilities of rehabilitation. The Industrial Rehabilitation Units cannot take the place of the hospital department and in some districts there is a gap between these Units.
The co-ordination between brain and limb is frequently lost after injury because of shock and lack of early movement. It is, therefore, essential that use is resumed at the very earliest, not only to retain mobility to all sound joints, to increase circulation and accelerate heqling, but to maintain cortical pattern. More patients should be sent early to the occupational therapy department, and not, as is so frequently the case now, when there is inco-ordination, or bad habits of movement. These, of course, prolong disability.
Occupational therapy for hand cases is the ideal treatment because of the fine movements required by skilled workers. It also helps considerably in the recovery of movement and power of large joints.
The scope of occupational therapy is broad and ill-defined-broad, because it uses any activity (outside those already used by other ancillary services in the hospital) which will help the patient regain maximum health and ability. It must remain broad because the treatment must be suitable to the disease or injury, the personality or calling and the ultimate mode of life of the patient. It is ill-defined because as a recognized method of rehabilitation it is comparatively young and is still developing. This development depends on several unpredictable forces. The economic influence is one of those which most affect the development of occupational therapy within the National Health Service. This development also depends on the training given to occupational therapists, a question which is at present under review. The Syllabus presents a problem as to its scope and content in order to ensure sufficient theoretical knowledge and breadth of practical subjects to meet demands.
Moreover, much of the present equipment is unsuitable. I hope that before long specially designed apparatus will be produced for occupational therapy departments.
In the past few years there has been development in the use of industrial work for rehabilitation, as practised by Austins, Vauxhalls and the Luton and Dunstable Hospital. No occupational therapist is employed, but a surgeon gives directions for treatment to the technicians in charge of the workshops, weekly. There are occupational therapists interested, anxious and capable of work in industrial departments, who, by receiving the necessary prescription from the surgeon, would relieve him of the detailed direction of treatment. There are many patients in industrial areas who would benefit from this type of rehabilitation-though there are still others for whom light crafts and creative -work would provide greater benefit.
During rehabilitation, as at work, the patient must have one of four incentives: first, remuneration, monetary or in kind; second, the incentive of possession-in most departments the patient is encouraged to buy what he has made; third, the incentive of increased self-confidence when he is able to demonstrate to himself and to his friends his capacity for creative work; lastly, the feeling of being of help to others, i.e. in making appliances, splints and other items for the use of other patients.
When the patient's own initiative and ability are stimulated in this way, he is provided with a useful hobby for his leisure hours.
Hospital rehabilitation departments thus undertake the treatment of the severely disabled patient so that he may be fit enough to take up sheltered employment in the factory or workshop, or special work in the home.
The occupational therapist who is interested in her patients will provide the various small aids which do so much to make life tolerable for the badly handicapped or the chronic sick. Special instruments to help him in his toilet and to enable him to eat by himself can all go a long way in restoring his morale and in giving him a brighter outlook on life, and incidentally, in easing the nursing responsibilities for relatives.
Occupational therapy may be more used in the future to help old people to retain or regain function and activity. Many of these patients have been long in hospital and have deteriorated considerably. They have lost touch with their families or have no relatives, and have ceased to have any interest in life. Rehabilitation would often enable them to leave hospital and to live in an old people's home or hostel, where their maintenance would be less expensive. This would also release hospital beds for acute cases. I should like to see the institution of ex-patient clubs run on the lines of Darby and Joan clubs, but for all ages. Here the chronically sick and disabled could find recreation, occupation and companionship. The visit of an occupational therapist at regular intervals to these clubs would be of value both in ensuring maintenance of improvement and in supplying aids and appliances for their use.
It is not possible here to discuss the part which occupational therapy may play in the future in the treatment of the psychiatric patient or the tuberculous.
There is a tendency at present to split up the occupational therapist's work into sections of art, music, recreation, social and educational therapy. All these sections should be co-ordinated by the occupational therapist. This is important because some therapists attend only part-time, and may not have the necessary medical knowledge or special knowledge of the patient required to ensure correct treatment.
There may possibly be a call, in the future, for occupational therapy in Remand Homes, Borstal Institutions and Prisons where this treatment could help in the rehabilitation of the inmates.
